The comprehensive evaluation ( 1 -4) .
Oral Dysphagia
Neurogenic dysphagia involving the oral stage of feeding may present with complaints of oral spill at the lips (drooling), difficulty chewing, and difficulty in initiating swallow ( Table 1 ). The patient may complain of excess saliva volume, when actually its volume is normal or diminished. Bolus preparation may be impaired by deficient salivation, and patients may also report &dquo;dry mouth,&dquo; with the implication of deficiency of saliva or increase in its viscosity (5, 6) . In fact, some neurologically impaired persons have a diminution in neurosecretory function which can be demonstrated by quantitative assessment of salivary secretions with and without pharmacologic stimulation (7) . If muscles of lingual manipulation are weak or excessively fatiguable, the patient may report arduous efforts with the bolus in the oral cavity or often mistakenly complain of poorly fitting dentures and pay numerous visits to their dentist (8) . Patients may restrict their diets to pureed food or may be noted to exert excessive chewing efforts in order to conform with the time constraints implicit in social dining. Frequent small meals and avoidance of certain foods which cannot readily be particulated may make feeding easier, but may fail to maintain daily nutritional requirements (9) It is commonly observed that neurologically impaired adults with disorders of the oral and pharyngeal stages of feeding prefer foods with a consistency of gels or purees (9) . This subjective impression is readily confirmed by videoradiographic abnormalities seen during swallowing of watery fluids, which include: decreased efficiency of formation of a swallow-ready bolus, leakage through the junction of mouth and pharynx, incomplete emptying of the pharynx, and penetration into the larynx. On the other hand, dense solids may be incompletely particulated prior to swallow, or may be partially retained in the pharynx. To achieve the optimum swallow-ready bolus for the neurologically impaired with dysphagia requires either the homogenization of particulated solids to the consistency of purees or the gelling of watery liquids. In such patients, attention should be given to the fact that oral medications must be prepared by a pharmacist in a manner which matches the consistency of the food substrate without loss of pharmacologic potency and administered at the onset of feeding. In this way, it may be possible to prevent drug-induced diffuse esophagitis (28) or localized necrosis at the site of a slowly dissolving pill or capsule (29) .
Foods which are irritative to the mucosa should be avoided so as to diminish the risk of esophageal reflux and regurgitation with increased liability to laryngeal penetration (30) (31) (32) (33) .
The importance of feeding as a basic psychosocial behavior must not be underestimated in patients with dysphagia (25, 34 (4, 18, 23, 27 (23) and Lassara et al (38) found that application of a cold stimulus to the side of the faucial isthmus facilitated pharyngeal swallow in such patients.
Suckle feeding has also been shown to be a strategic alternative resource in patients with neurogenic dysphagia exhibiting failure of elicitation of pharyngeal swallow (39) . During early human development, the neuroanatomic and neurophysiologic basis for swallowing changes and dramatic evidence has been presented to show that some severely dysphagic adults can feed safely by reverting to infant-patterned suckle feeding (40, 41 (42, 43) , cerebrovascular accident (44, 45) , head injury (46) , and Amytrophic Lateral Sclerosis (47, 48 Challenging clinical problems of feeding are frequently encountered in neurologic patients who temporarily or permanently require mechanically-assisted respiration (27, 50) . Such 
